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Death in the
line of duty...

A Summary of a NIOSH fire fighter fatality investigation

October 24, 2001

Motor-Vehicle Incident Claims the Life of a Volunteer Assistant Chief

- Alaska

SUMMARY

On March 6, 2001, a41-year-old male volunteer
Assigtant Chief (thevictim) died after theenginehe
wasdriving left theroad, overturned, and struck a
tree. The victim (driver) and afire fighter had
responded in Engine5 at 1445 hoursto astructure
fire. At 1503 hours, thevictimlost control of the
engine on anicy, snow-packed gravel road. The
engineleft theroad, overturned onto the passenger’s
side, and struck atree. Thevictimwasthrowninto
thepassenger’sside, landing ontop of thefirefighter.
Thevictimwas entrapped and had to be extricated
fromthevehicle. Emergency Medica Technicians
performed cardiopulmonary resuscitation (CPR) on
the victim for approximately 20 minutes before
pronouncing him dead at 1530 hours at the scene.
Thefirefighter (passenger) wasableto climb out of
the cab and wasprovided medica attentiontoensure
that he had not sustained any serious injuries.
NIOSH investigatorsconcluded that, to minimizethe
risk of smilar occurrences, fire departments should
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* ensure that all drivers of fire department
vehicles are responsible for the safe and
prudent operation of the vehicle under all
conditions

* ensure that apparatus equipped with water
tanks are provided with baffles to control
the water’s movement

» enforce standard operating procedures
(SOPs) on the use of seat belts in all
emergency vehicles

INTRODUCTION

On March 6, 2001, a41-year-old male volunteer
Assigtant Chief (thevictim) died after theenginehe
wasdriving left theroad, overturned, and struck a
tree. TheNationd Institutefor Occupationa Safety
and Hedlth (NIOSH) wasnotified of thisincident on
March 7, 2001, by the United States Fire
Administration. On May 15, 2001, a Safety and
Occupational Health Specialist from NIOSH'sFire
Fighter Fatality I nvestigation and Prevention Program
investigated thisincident. Meetingswere conducted
withtheChief of thedepartment, an Investigator from

The FireFighter Fatality I nvestigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialists to develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua firefighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-N1OSH
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the State Police Department, the municipality’s
adminigrativeliaison, andthecity’spublic hedthand
safety representative. Interviewswere conducted
withtheofficers, firefighters, and apower utility
lineman involved in thisincident. The NIOSH
investigator reviewed the state police’ scopiesof Ste
maps, drawings, photos, witnessstatements, dispatch
run sheets, accident report, the fire department’s
standard operating procedures, and the victim’'s
training records. A sitevisit wasconducted andthe
sitewas photographed.

Thedgteof theincident isagravel road measuring 28
feetinwidth withno shoulders. Theincident Siteis
2.2 milesnorth of theintersection of apaved county
road and 337 feet south of the driveway to the
structurefire. Theenginestruck atree (measuring
12 inchesindiameter) located 12 feet fromtheedge
of theroad (See Diagram). Theincident Stehasa
posted speed limit of 50 mph. Theengineinvolved
inthisincidentisan 18 year-old Class-A pumper
that measures 8 feet wide and 25 feet long. The
enginehasasquare-shaped 1,000-gdlon water tank,
not equipped with baffles. Theengineisequipped
withair brakes. Thegrossvehicleweightis27,500
Ibs, and at the time of theincident, the water tank
wasfull, which added 8,500 |bsto the total weight
of the engine. An inspection of the engine was
completed by the state police, and no mechanical
problemswereidentified asacontributing factor to
thisincident. At thetimeof theincident, thewesther
wasreported asbeing cloudy with atemperature of
34°F. Theroad wascovered withathinlayer of ice
ontop of packed snow.

Thefiredepartment involvedinthisincident conasts
of 1 stationwith atotal of 13 uniformedfirefighters.
The department servesapopulation of 4,000ina
geographic areaof 900 squaremiles. Thevictim
had a basic and current Class D driver’slicense.
The state does not require acommercial driver’s
licensefor personsoperating emergency vehiclesor

apparatus. The department does not havewritten
qualificationsto becomeaqudified driver, but they
requiredriversto demonstratetheir driving skillsto
adepartment officer beforebeing qualifiedtodrive
an apparatus. Thevictim met thefiredepartment’s
requirementsfor operating firedepartment gpparatus.
Thetruck wasequipped withlap belts; however, the
victimandfirefighter werenot wearingther lgp bdlts.
The department did have a standard operating
procedurewhich required theuse of seat belts. The
department requiresall new firefightersto complete
52 hoursof traininginbascfirefighting. Thevictim
wasNFPA certified asFire Fighter Level | with 22
yearsof firefighting experience. Thevictim had
recelved training in thefollowing areas. apparatus/
engine operator, hazardous materials, fire service
ingructor, wildlandfirefighting, interagency helicopter
(heliport manager for fireand rescuetraining froma
helicopter), andicerescue. Thevictimhad 20years
of experiencewith thisdepartment, whichincluded
4yearsasanAssstant Chief.

INVESTIGATION

OnMarch 6, 2001, at 1442 hours, acall cameinto
Central Dispatch reporting astructurefire. At 1443
hours, Station 5, Station 6, and Station 7 weretoned
out. Note: The victim and fire fighter were
members of Sation 5. Sations 5, 6, and 7 are
automaticaid companies. Thevictimandfirefighter
responded in Engine5 at 1445 hours. Both afire
fighter/emergency medica technician (EMT #1) and
afirefighter responded intheir personally owned
vehicles (POVs). Other apparatusresponding to
thegructurefirewere Tender Swith adriver/operator
(at 1450 hours), Tender 7 with adriver/operator (at
1453 hours), Engine7 with adriver/operator (at 1453
hours), Engine 6 with adriver/operator and afire
fighter (at 1454 hours), and Tender 6 withadriver/
operator (at 1457 hours). Additional firefighters
responded intheir POVs. At 1501 hours, thefire
fighter/emergency medica technician (EMT #1) and
afirefighter arrived onthe sceneof thestructurefire
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intheir POVs. Thefirefighter assumed incident
command (IC), conducted asize-up of theincident,
and reported to Central Dispatch that they had a
working garagefire. ThelCthenmetwithEMT #1
at the end of the driveway to the garage fire and
ingtructed her to havethedriver/operatorsback their
apparatusdown the driveway when they arrived on
thescene. Engine5, followed by Tender 7, the power
company’ssarvicetruck (alineman [driver] followed
the apparatusesto cut the electrical servicedropto
the structure); Engine 6, and Tender 6 were
approaching the scenefrom the south. AsEngine5
approached acurveintheroad, thevictim slowed
the apparatus down after seeing smoketo hisleft.
Note: The smoke was coming from a local trash
site that was incinerating garbage at the time of
theincident. Thevictim proceeded throughthecurve
toward thestructurefire. Note: Thedriver/operator

of Tender 7, who was following Engine 5,
reported to state police that he was operating
Tender 7 at a speed of approximately 50 mph. At
1503 hours, the fire fighter on Engine 5 radioed
Central Dispatch reporting that they werearriving
on the scene (see Photo 1). As the fire fighter
completed his report of their arrival to Central

Digpatch, thevictim lost control of theengine. The
enginefish-tailed and thevictim tried to straighten
out thedirection of travel of thegpparatus. Thevictim
overcorrected, causing the rear wheels on the
passenger’sside of the vehicleto go off theroad.
Theagpparatuscontinuedtotravel intothesouthbound
(left 1ane) beforethevictim overcorrected, causing
the vehicleto travel back toward the northbound
lane. Theapparatusleft theroad, overturned onto
the passenger’sside, and struck atree (see Diagram
and Photo 1). The victim was thrown into the
passenger’sside, landing ontop of thefirefighter.

Tender 7 wasjust coming out of the curvewhenthe
driver/operator saw Engine5 diding and equipment
falling off the apparatus. The IC and EMT #1
witnessed Engine51osing control beforeleavingthe
road and overturning. At 1504 hours, EMT #1

radioed Central Dispatch reporting that Engine5 had
overturned and that they needed extrication
equipment. At 1504 hours, Rescue 20 wastoned
out for theoverturnedengine. ThelCandEMT #1
ran to the overturned apparatus, and the driver/
operator of Tender 7 slowed to seeif they needed
any assistance. They replied that they didn’t need
assgtanceat thistime sothedriver/operator of Tender
7 proceeded to the garagefire. Note: Thedriver/
operator of Tender 7 reported to the NIOSH
investigator that he had not experienced any icy
conditionsontheroad until he attempted to enter
the driveway leading to the garage fire. The
power company lineman stoppedto helpthelCand
EMT #1. Engine 6 and Tender 6 proceeded to the
garagefire. TheEMT told thelineman that they hed
twofirefighterstrapped ingdethe cab of the Engine.
Shetold himthat oneof thefirefighterswasconscious
(the passenger) and the other firefighter (thevictim)
was unconscious. Thewindshield of the cab was
partially knocked out by theimpact with thetree.
They attempted to pull thewindshield out by hand
but wereunsuccessful. Thelinemanthenpulled his
truck to the south side of the incident scene and
grabbed hischainsaw to cut thetreethat Engine 5
had struck (the tree was still standing and was
hindering their accessto thecab). Whilecuttingthe
tree, thelineman used thewinch (20,0001 bs) onthe
front of histruck to pull the tree away from the
apparatus. Thewindshield wasremoved fromthe
apparatus by attaching the hook of the cablefrom
thewinchto the center of the cab’sroof (see Photo
2). Thevictimwaspulled fromthecab, andEMT
#1 began administering cardiopulmonary
resuscitation (CPR). Medic1 (EMT #2), who had
responded at 1508 hours, arrived on the scene at
1525 hours. Thetwo emergency medicd technicians
(EMT #1and EMT #2) continued administering CPR
onthevictimfor approximately 20 minutesbefore
pronouncing thevictim dead at the scene. Thefire
fighter was able to climb out of the cab and was
provided medicd attention before being transported
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inMedic 1 totheareahospital for further medical
evaudion.

CAUSE OF DEATH
The death certificate lists the cause of death as
multipleblunt forceinjuries.

RECOMMENDATIONS/DISCUSSION

Recommendation #1: Fire departments should
ensure that all drivers of fire department
vehiclesareresponsiblefor thesafeand prudent
operation of the vehicle under all conditions.!

Discussion: Fire departments should ensure that
driversoperatorsof fireservicevehiclesarefamiliar
with hazardousroutesintheir area(e.g., snow-/ice-
packed gravel roads) and always maintain asafe
Speed. Additiondly, driversof largeapparatusshould
use extreme caution when driving onice- or snow-
covered roads.

Recommendation #2: Fire departments should
ensure that apparatus equipped with water
tanks are provided with baffles to control the
water’s movement.2

Discussion: Apparatus equipped with water tanks
shouldfollow theprovisionsset forthin NFPA 1901,
Standard on Automotive Fire Apparatus, Chapter
17. Thisgtandard statesthat all apparatusequipped
with water tanks should be baffled or have swash
partitionsto form a containment to control water
movement.
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Recommendation #3: Fire departments should
enforce standard operating procedures (SOPs)
on the use of seat belts in all emergency
vehicles.'?

Discussion: Firedepartments should enforce SOPs
on the use of seat belts as established by the
department. The SOPsshould apply toal persons
ridinginall emergency vehiclesand should state that
all persons be seated and secured in an approved
riding positionany timethevehicleisinmation. The
department did havewritten SOPson theuse of seat
belts.
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INVESTIGATOR INFORMATION
Thisincident was investigated by Mark McFall,
Safety and Occupationd Hedth Specidist, Divison
of Safety Research, NIOSH.
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